Traditionally, the content of patients' communications has been ignored in the development of both MMPI clinical scales and of systems for interpreting profile configurations. Two hypotheses were investigated: (a) patients classified as falling within the same MMPI profile type tend to be homogeneous in the content of their self-report; and (J) the content of self-report of patients in the same profile type tends to be related in a straightforward fashion to nontest descriptions of such patients. The first hypothesis was confirmed by demonstrating that the more complex the profile system employed for classification, the more homogeneous the content of self-report for patients within profile types. The second hypothesis was confirmed for five of six Gilberstadt-Duker profile types. It was emphasized that person-item interactions represent a legitimate realm of inquiry.
Clinical application of the MMPI rests firmly upon profile interpretation of scores on the standard MMPI clinical scales. The high-point codes (Dahlstrom & Welsh, 1960) represent an early and relatively crude example; the highly configural Marks and Seeman (1963) and Gilberstadt and Duker (1965) systems represent later and much more complex refinements. In the latter two systems, configurations of clinical scale scores were isolated which tend to cluster together those patients with similar nontest characteristics. The profile types were then described in detail in terms of external case history material.
In the development of the Marks-Seeman and Gilberstadt-Duker systems, the content of self-report on the MMPI was not considered. Similarly, in the construction of the standard MMPI clinical scales, which provide the basic units for these classification systems, consideration of item content or the nature of the patient's substantive communication were purposely eschewed (Meehl, 1945) . Recently, however, this radical-empirical approach has been challenged (Jackson, 1971) , and attention has been directed to what a patient may be trying to communicate about himself through his responses to self-report items (Carson, 1969; Leary, 1957) . The patient's substantive com-munication is neither accepted at face value, as in the naive-rational approach, nor rejected out of hand, as in the radical-empirical approach. Instead, the fact that patients are trying to communicate something about themselves through self-report is explicitly recognized and made the subject of legitimate inquiry (Dahlstrom, 1969) . In the case of the MMPI, this interest has led to the development of 13 content scales, which are internally consistent representations of the major content dimensions of the MMPI item pool (Wiggins, 1966) . Scores on these scales, in contrast to scores on the standard clinical scales, convey the substance of the patient's communications.
If patients within the Marks-Seeman and Gilberstadt-Duker profile types are presenting themselves in a similar manner, the content of their self-report might profitably be studied. Because these profile types are relatively homogeneous in their external characteristics, they represent excellent units for studying the relationship between the content of selfreport and externally applied descriptions. An investigation of these relationships might provide valuable insights into the dynamics of self-presentation. Only as long as the profile types are substantively homogeneous, however, can they be justifiably described in terms of the content of their self-report. The factorial constraints of the MMPI certainly favor such homogeneity, as does the generally high nontest homogeneity of the groups, but homogeneous self-report is by no means a certainty. Identical clinical scale profiles can be arrived at by different content routes (Wiggins, 1966; Wiggins & Vollmar, 1959) . Therefore, the substantive homogeneity of highly configural profile types should be demonstrated rather than assumed.
If the Marks-Seeman and Gilberstadt-Duker systems contain substantively homogeneous profile types, they should be able to meet two requirements. First, within each system, the profile groups should be distinguishable from one another by the content of their self-report. Patients within a group should be substantively more similar to each other than to patients in other groups. Second, the degree of substantive separation for the Marks-Seeman and Gilberstadt-Duker systems should be greater than that exhibited by simpler systems of classification. For instance, profile groups obtained by classifying patients according to their single highest clinical scale elevation should be much less substantively distinct than profile groups within the Marks-Seeman or Gilberstadt-Duker systems. The first part of the present paper deals with the issue of substantive homogeneity; the remainder describes the substantive communications associated with highly configural profile types and compares these communications with nontest descriptions.
METHOD Subjects
A sample of state mental hospital inpatients originally employed by Wiggins (1966) was augmented by 92 recent admissions, producing a total of 556 patients. The 305 men and 251 women represented a wide spectrum of psychopathology (Wiggins, 1966, p. 15) , the most frequent diagnosis being that of chronic schizophrenia.
Scoring
Admission MMPI protocols were scored for both the standard clinical and validity scales (Hathaway & McKinley, 1951) and for the 13 content scales developed by Wiggins (1966) . Raw clinical scale scores were K corrected and converted to T scores based on the Hathaway and Briggs (1957) Minnesota male and female norms.
Substantive Homogeneity
Eight systems of profile classification were employed, ranging from quite simple to highly complex. The first six levels of complexity were generated by systematically increasing the number of restrictions placed on clinical scale elevations. In these six systems, scale elevations on L, F, and K were ignored, as were elevations on Mf and Si. Ties in scale elevation were resolved by a flip of a coin, although such ties were few in number.
At the lowest level of complexity, patients were classified according to their single highest clinical scale, the actual magnitude of the score being ignored. The second level required that the patient's single highest scale be greater than a T score of 70. In the third and fourth levels, patients were classified by their two highest scales and by their two highest scales greater than 70 J-score units, respectively. The fifth and sixth levels consisted of classifying patients by their three highest scales and by their three highest scales greater than T scores of 70. The Marks-Seeman and Gilberstadt-Duker systems constituted the seventh level of complexity of classification rules. The first two levels of complexity generated 8 possible profile types; the next two, 28 profile types; and the last two, 56 profile types. The Marks-Seeman system included 16 profile types and the Gilberstadt-Duker system, 19 profile types. The latter two systems were represented in MAD (Michigan Algorithm Decoder) computer language exactly as they were given by the respective authors. Fifteen profiles were eliminated from the Marks-Seeman and Gilberstadt-Duker classifications due to missing M f or Si scores.
Substantive Interpretation
Raw content-scale means were computed for those Marks-Seeman and Gilberstadt-Duker profile types that classified seven or more patients. The means were then converted to T scores based on the Hathaway and Briggs (1957) Minnesota normative sample (Wiggins, Goldberg, & Applebaum, 1971) . Substantive interpretation proceeded by noting those scales on which a profile group scored high, relative to other profile groups within a system, and applying a previously prepared description of item content (Wiggins, 1966, p. 13) . Attention was given also to the highest content scale score above 70 ("high point") for a profile group.
RESULTS

Substantive Homogeneity
The first two columns of Table 1 list, respectively, the classification systems employed and the total number of patients available for classification under each of the eight profile schemes. The third column indicates the percentage of patients actually classified under the respective systems. Three systems of analysis necessarily classified 100% of the patients: single highest scale, two highest scales, and three highest scales. When classification was not automatic, the greatest percentages of patients were classified under the least complex classification systems. To investigate the substantive homogeneity of profile groupings within each classification system, it was necessary to discard those profile types that contained too few members to permit a reliable estimate of within-profilegroup variance. Consequently, a.]l profile groups were discarded which contained fewer than seven patients. Columns 4 and 5 of Table 1 indicate, respectively, the total number of patients and the number of groups retained within each system. The number of different profile groups within a classification system can be seen to range from 23 for the three highest scales system to 4 for the MarksSeeman system.
For each of the eight classification systems, there were 13 dependent variables (content scales) and varying numbers of treatment (profile) groups. A simple one-way, multivariate analysis of variance (Cooley & Lohnes, 1962, pp. 60-63) was therefore performed for each system. Thus, a test was made of the generalized, multivariate null hypothesis of the equality of the population mean content scale vectors for all profile groups within each system. In order to evaluate this hypothesis, Wilks' lambda was computed and the significance of lambda was tested by Rao's F approximation (Rao, 1952, pp. 258-272) . Column 9 of Table 1 Wilks' lambda and Column 8 lists the results of the eight F approximation tests. Note that since lambda expresses the ratio of withingroup to total-group variance, values become smaller as between-group variance increases. As the results of the significance tests indicate, the multivariate null hypothesis was confidently rejected (p<.QQl) in all eight classification systems. Classification systems varied widely in the degrees of freedom for groups and 5s, and hence no direct comparison of the eight significance tests could be performed. Consequently, an alternative procedure was followed. Several criteria have been proposed for evaluating the significance of the results of a multivariate analysis of variance (Jones, 1966) , one of which emphasizes the properties of the largest latent root (Roy, 1953) . The last two columns of Table 1 present the largest root (expressed as X/l+X) and the percentage of variance accounted for by this root for each of the eight multivariate analyses. The descriptive statistic X/l+X corresponds roughly to canonical J? 2 and has an interpretation similar to that of the squared Pearson productmoment correlation coefficient. Its value ranges from 0 to 1; its magnitude here indicates the degree of content scale separation between profile types within a classification system.
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The last two columns of Table 1 clearly reveal a tendency for an increase in substantive homogeneity to be associated with an increase in the complexity of the rules for profile groupings. Additionally, the values of X/l+X are quite high for the Gilberstadt-Duker and Marks-Seeman systems, indicating a substantial degree of substantive homogeneity for profile types within these systems. Table 2 presents the mean content scale T scores for the six Gilberstadt-Duker and four Marks-Seeman profile types. Within a classification system, asterisks indicate which profile group scored highest on a particular content scale. For example, the GilberstadtDuker 2-7-8 group scored highest on Social Maladjustment, relative to the other five Gilberts tad t-Duker groups.
Substantive Interpretation
Although the mean content scale T scores for the four Marks-Seeman profile types are presented in Table 2 , the number of groups was considered to be too small for intergroup comparison of content-scale elevations, particularly since one of the four groups (K+) contained more than half of the patients who could be classified. Consequently, substantive interpretations for that system were not attempted, and only the six profile groups in the Gilberstadt-Duker system are considered below. Each of these profile types is considered separately, first from the standpoint of content scale interpretations and then from the standpoint of the nontest descriptive material provided by the system authors. An attempt was made to preserve the salient features of the Gilberstadt and Duker (1965, pp. 53-85) descriptive material. Thus, although not all of the material was abstracted, the same adjectives, nouns, and phrases employed in the manual were retained.
Two nontest sources of interpretive information were consulted for the GilberstadtDuker profile types. The first consisted of a "check list of complaints, traits, and symptoms" (hereinafter referred to as simply "complaints") characterizing each profile type (Gilberstadt & Duker, 1965) . Three independent judges rated case history folders of patients in each profile group, without reference to MMPI material, and those descriptions upon which two or more judges agreed were retained. The second source of interpretive information was obtained from the "cardinal features" description for each profile type, which is the product of an effort, largely clinical in nature, to extract from the more extensive history and clinical data characterizing each profile type the most salient facts and the data that most quickly communicate the essence of the patients' personality and adjustment problems [Gilberstadt & Duker, 1965, p. 14] .
These latter characterizations were also made without reference to MMPI material.
It should perhaps be emphasized that the comparisons made were based not only on different data sources (MMPI self-report and external descriptions from case history and clinical data) but on two quite distinct and diverse subject groups (Minnesota Veterans Administration (VA) hospital patients and Social maladjustment: Socially bashful, shy, embarrassed, reticent, self-conscious, extremely reserved.
Poor morale: Lacking in self-confidence, feels that he has failed in life, and is useless, is given to despair and a tendency to give up hope ; extremely sensitive to feelings and reactions of others and feels misunderstood by them.
Phobias: Admits to a number of fears, many of them of the classically phobic variety.
Depression : Experiences guilt, regret, worry, unhappiness, and a feeling that life has lost its zest; difficulty in concentrating, little motivation to pursue things; low self-esteem, anxious and apprehensive about the future; sensitive to slight, feels misunderstood, feels unworthy. Depression: Experiences guilt, regret, worry, unhappiness, and a feeling that life has lost its zest; difficulty in concentrating, little motivation to pursue things; low self-esteem, anxious and apprehensive about the future; sensitive to slight, feels misunderstood, feels unworhty.
Poor health: Concerned about health and admits to a variety of gastrointestinal complaints centering around an upset stomach and difficulty in elimination.
Organic symptoms: Admits to symptoms which are often indicative of organic involvement, including headaches, nausea, dizziness, loss of mptility and coordination, loss of consciousness, poor concentration and memory, speaking and reading difficulty, muscular control, skin sensations, hearing and smell.
Depression; worrying; difficult concentration; inferiority feelings Sex guilt; guilt about lack of achievement; inadequacy feelings Physiological symptoms of anxiety, especially gastric disturbances
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Psychoticism: Admits a number of classic psychotic symptoms of a primarily paranoid nature; admits to hallucinations, strange experiences, loss of control and classic paranoid delusions of grandeur and persecution; admits to feelings of unreality, daydreaming, and a sense that things are wrong, while feeling misunderstood by others.
Feminine interests: Admits to liking feminine games, hobbies, and vocations; denies liking masculine games, hobbies, and vocations. Organic symptoms : Admits to symptoms which are often indicative of organic involvement, including headaches, nausea, dizziness, loss of motility and coordination, loss of consciousness, poor concentration and memory, speaking and reading difficulty, muscular control, skin sensations, hearing, and smell.
Confusion, poor memory, and poor concentration [8] [9] Hypomania: Feelings of excitement, well-being, restlessness, and tension; enthusiastic, high-strung, cheerful, full of energy, and apt to be hotheaded; broad interests, seeks change, and is apt to take on more than he can handle.
Authority conflict: Sees life as a jungle and is convinced that others are unscrupulous, dishonest, hypocritical, and motivated only by personal profit; distrusts others, has little respect for experts, is competitive, and believes that everyone should get away with whatever he can.
Manifest hostility : Admits to sadistic impulses and a tendency to be cross, grouchy, competitive, argumentative, uncooperative, and retaliatory in his interpersonal relationships; often competitive and socially aggressive.
Religious fundamentalism: Religious, church-going person who accepts as true a number of fundamentalist religious convictions; tends to view his faith as the true one.
Psychoticism : Admits to a number of classic psychotic symptoms of a primarily paranoid nature; admits to hallucinations, strange experiences, loss of control, and classic paranoid delusions of grandeur and persecution; admits to feelings of unreality, daydreaming, and a sense that things are wrong, while feeling misunderstood by others. Religious fundamentalism: Religious church-going person who accepts as true a number of fundamentalist religious convictions; tends to view his faith as the true one.
Authority conflict; Sees life as a jungle and is convinced that others are unscrupulous, dishonest, hypocritical, and motivated only by personal profit; distrusts others, has little respect for experts, is competitive and believes that everyone should get away with whatever he can.
Hypomania: Feelings of excitement, well-being, restlessness, and tension; enthusiastic, high-strung, cheerful, full of energy, and apt to be hotheaded; broad interests, seeks change, and is apt to take on more than he can handle. (Meehl, 1965) . Table 3 lists the content scale descriptions (Wiggins, 1966, p. 13 ) and the complaints and cardinal features (Gilberstadt & Duker, 1965, pp. 53-85) for each of the six profile groups classified in the present study. Content scale descriptions are provided for those scales on which a group scored highest, relative to the other profile groups, and for the single highest content scale score above 70 ("high point"). Corresponding descriptive material from the Gilberstadt-Duker complaints and cardinal features appears opposite each content scale in the second and third columns of Table 3 .
For the 2-7-8 profile group, there is a striking correspondence between the external descriptions and the content of self-report on the three relatively highest content scales (Social Maladjustment, Poor Morale, and Phobias) and the high-point scale (Depression). In contrast, the external descriptions for Profile Group 4 are at variance with a pattern of selfreport that is generally less deviant than that of both patient and normal groups. In Profile Group 7-8, both Depression and Poor Health content scales correspond to external descriptions, although Organic Symptoms does not. All three of the elevated content scales of Profile Group 8-6 (Psychoticism, Family Problems, and Organic Symptoms) match external descriptions. In Profile Group 8-9, four of the elevated content scales (Hypomania, Manifest Hostility, Religious Fundamentalism and Psychoticism) correspond to external descriptions while Authority Conflict does not. Similarly, no correspondences to AUT are found in Profile Group 9, although close matches occurred for Religious Fundamentalism and Hypomania.
It is possible that the cynical attitudes reflected in Authority Conflict were not included among the descriptive items employed by Gilberstadt and Duker (1965) . It should also be noted that although elevations on Family Problems corresponded to external descriptions of unpleasant home atmospheres, the "base rate" of such self-reports was so high that they could not be considered distinctive in any one profile group.
DISCUSSION
Somewhat unexpectedly, systems of low complexity, such as classification according to a patient's single highest scale, produced profile groups with significant substantive homogeneity. Nevertheless, the content scale separation of these groups was relatively low as compared with the Marks-Seeman and Gilberstadt-Duker schemes, which produced groupings with markedly higher substantive homogeneity. In fact, a systematic tendency emerged for profile groups to become more substantively distinct as classification became more complex.
It may come as no surprise to many clinicians that patients who describe themselves in a certain way in interviews, and who are described in a similar fashion by others (friends, relatives, social workers, or clinicians), often say the same thing about themselves on the MMPI, But strict adherents of contrastedgroup methodology have given the impression that such consistencies are a curiosity rather than a frequent occurrence (e.g., Berg, 1959) . Moreover, by ignoring the interaction between people and item content, rather than studying it, proponents of contrasted-group methodology have imbued the dynamics of self-report with a seemingly mystical quality. "Subtle" person-item interactions on the MMPI (Meehl, 1945) , for instance, have continued to be held up as evidence for the inscrutability of selfreport dynamics. The present results suggest, however, that to the few examples of subtle items presented by Meehl (1945) should be added an overwhelmingly larger group of "obvious" person-item interactions.
Recently, other investigators also have questioned the role of subtle items in structured personality inventories. A review of three decades of contrasted-group research (Jackson, 1971) has questioned both the purported frequency and the usefulness of these items, and a recent investigation of the Strong Vocational Interest Blank (Campbell, Borgen, Eastes, Johansson, & Peterson, 1968) has revealed that responses to the content of that inventory tend to be far from subtle.
The proposition that the content of test items is unimportant or unrelated to external criterion ratings has by now been convincingly disconfirmed for both MMPI scales (Block, 1965) and other types of self-report measures (Goldberg & Slovic, 1967; Norman, 1963) . Nevertheless, a return to a "correspondence" view (Buchwald, 1961) or any assumption about the veridicality of self-report would be a mistake. The self-presentation of Gilberstadt and Duker's (1965) Profile Group 4 in the present study, as well as Meehl's (1945) examples of subtle person-item interactions, should make that clear. The responses of most persons to most personality inventory items may correspond highly, at some level of abstraction, to interview report and external observation. But for other persons and items, there may be no such correspondence. It is well within the spirit of "empiricism" to determine, by investigation, when such correspondences occur and when they do not.
